Acute It is, howvver, difficult to explain on this basis how a patienmay resp6nd again once resistance has occurred .
For these reasons we believe that asparaginase should be used in combination with other drugs in the treatment of acute leukaemia. Although when used alone it does not produce complete remission in acute myeloid leukaemia, it still may have a part to play when used in combination, for any treatment which can reduce the number of malignant cells without harming normal haemopoietic cells may be a useful agent when combined with other drugs. The value of Lasparaginase in the treatment of malignant disease in combination with other forms of chemotherapy or radiotherapy has still to be elucidated.
Introduction
The aetiology of varicose veins is in doubt, but it is well established that incompetence of the venous valves is the basic underlying defect. Incompetent perforating veins may be found in almost any area of the lower limb. Apart from saphenofemoral valvular incompetence, they are commonly present in the middle third of the inner thigh, the upper medial aspect of the leg, and both medial and lateral aspects of the lower half of the leg (Sherman, 1949; Dodd and Cockett, 1956) .
Successful treatment of varicose veins, whether surgically or by sclerotherapy, depends on accurate preoperative localization of the incompetent perforating veins both in the thigh and in the leg (Sherman, 1949; Cockett and Jones, 1953; Luke, 1954; Myers, 1957; Arenander, 1960 veins. It is therefore not surprising that many of postoperative recurrences, or the persistence of varices, are due to difficulties in localizing incompetent perforators (Mathiesen, 1953; Lofgren, Myers, and Webb, 1956; Dodd and Cockett, 1956; Barrow, 1957; Sherman, 1964) ; Inaccuracy of localization of incompetent perforating veins not only renders the treatment less effective but also creates problems in adequate evaluation of postoperative recurrences. Though many techniques are described for the localization of incompetent perforators there seems to be no single accurate method. Clinical assessment fails to detect 40 to 50% of incompetent perforating veins (Massell and Ettinger, 1948; Rosenberg and Marchese, 1963; Townsend, Jones, and Williams, 1967) . Venography is more reliable than clinical methods and shows 85 to 90% of incompetent perforators accurately (Mathieson, 1959; Townsend et al., 1967) . The technique, however, is costly and time-consuming and difficulties are experienced not only in determining the incompetence of perforators due to the heaviness of the dye (Greitz, 1955; Almen and Nylander, 1962) but also in translating the information obtained from two-dimensional films into accurate landmarks for surgical incision (Dow, 1950 (Nabatoff, 1955; S0rensen, 1964) .
Thermography.-Thermography provides a topographic map of temperature patterns of the skin. The physical and medical bases of thermography have been adequately described by Barnes (1963) and Lloyd Williams (1964a) . The present study was carried out by both the Pyroscan Mark II (S. Smith and Sons Ltd., England) and AGA Thermovision (AGA Signals Ltd., Sweden). The design and principles of these thermal scanners have been described by Cade (1964) and Bjork (1967) (Turner Warwick, 1931; Airnoldi, 1966) . Several workers have shown that the temperature of venous blood is higher in deep veins than in superficial veins (Bazet et al., 1948; Horvath, Rubin, and Foltz, 1950 At operation 84 incompetent perforating veins were found (Table II) 13 in the thigh and 71 in the leg. The distribution of incompetent perforators in the leg was 56 medial, 6 lateral, and 9 posterior (including incompetent short saphenous veins).
Of the 84, 50 (60%) were detected clinically, while thermography detected 79 (94%). The clinical method failed to detect 34 (40Y%) and gave-false-positive results in 33 instances (39%). With thermography, 5 (6%) incompetent perforators were missed and in 12 no perforators were found at operation. All these results are statistically significant and show that the thermographic technique used is more accurate and reliable than the clinical methods in the detection of incompetent perforating veins. 
Sources of Error
Clinical false-positive results were due to (1) fascial defects, (2) large varices, and (3) branching sites of superficial varices. It was surprising that palpation immediately before exploration revealed fascial defects at some of the clinically missed but thermographically positive sites. This finding stresses the fallibilty of the clinical method.
Of the 12 thermographic false-positive results, four were due to inadequate exploration of sites owing to factors such as gross induration and faulty operative technique. Of the remaining eight false-positives, six were caused by communicating sites of superficial varices and two were the sites where the long saphenous vein penetrated the deep fascia in the thigh. All the five incompetent perforators missed by thermography were small in diameter. In retrospect, these perforating veins were probably missed because of the presence of a large incompetent perforator in close proximity and a small volume of retrograde blood flow through the incompetent valves.
Discussion
Of the 45 patients 15 were examined by the Pyroscan Mark II and 30 by AGA Thermovision. Thermography of the legs was found to be much easier and quicker by AGA Thermovision than by the Pyroscan. Instantaneous thermal imaging by AGA Thermovision facilitates continuous study of ."rapid heat flow" to the skin and makes interpretation easy. Though thermographic examination with the Pyroscan took more time than with the AGA scanner, there was no difference in the comparative results obtained. The demonstration of one perforator required about five minutes, of which two minutes were spent in local cooling of the leg. With a new and more efficient method of cooling the examination could be made more quickly.
The results show that the thermographic method used in this study for the diagnosis of incompetent perforating veins is more accurate than the clinical methods and mere "skin thermometry" as used by Rosenberg and Stefanides (1964) . Our clinical findings compare well with those reported by other workers and stress that 40% of incompetent perforators remain undetected clinically. We did not, however, expect to find thermographic accuracy of 94%, which is similar to that achieved by venography (92%) (Townsend et al., 1967) . The results of the present investigation therefore show the great potential of thermography in the preoperative localization of incompetent perforators.
Thermographic findings are easy to interpret because detection of an incompetent perforating vein is based on a simple criterion of the demonstration of "rapid localized heat flow" to the skin in a cool and raised leg during exercise of the calf muscles. The technique used is a physiological test which gives an objective assessment of a functional derangement. In addition, the "anatomical site" of the incompetent perforator is indicat -oy a "hot" skin area which forms an accurate landmark for surgical incision. It is a simple, nondestructive technique which is easy to perform, and equally reliable results can be obtained even by a non-medical technician after a short period of training.
Postoperative assessment revealed considerable improvement in our results. Very few postoperative injections were required. Though the follow-up study covered only a short period (1 to 12 months), we believe that the use of thermography in localizing incompetent perforating veins should improve the results of treatment of varicose veins.
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